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As part of an interdisciplinary
research team, we analyzed
parity laws in 34 states and

concluded that there is no single
model of state mental health parity
(1). In this paper we focus specifically
on how states define mental illness in
parity laws. We review how mental ill-

ness is defined by clinicians and in fed-
eral mental health policy and compare
these definitions with those used in
parity statutes. We then analyze varia-
tions in state definitions, identify fac-
tors that account for the variation, and
discuss how the variation may affect
access to and use of mental health

services. Finally, we discuss the finan-
cial consequences of reimbursing men-
tal health care by diagnosis, including
the potential for provider upcoding.

Background 
During the early 1980s, costs for
treating mental disorders were rising
at twice the rate of other health care
costs. Many employers responded by
limiting the number of inpatient days
and imposing 50 percent coinsurance
for outpatient visits. A 1997 Mer-
cer/Foster Higgins survey of employ-
er-sponsored health plans found that
75 percent of insurance plans placed
greater restrictions on behavioral
health coverage than on general med-
ical coverage (2).

In the early 1990s, many states ad-
dressed the problem of limited mental
health coverage by passing mental
health parity laws. The National Advi-
sory Mental Health Council defines
parity as “insurance coverage for men-
tal health services that is subject to the
same benefits and restrictions as cov-
erage for other health services” (3).

At the federal level, Congress en-
acted and President Clinton signed
the 1996 Mental Health Parity Act,
which requires group health plans
with more than 50 employees to offer
the same annual and lifetime spend-
ing caps for mental health and med-
ical benefits. Insurers are exempt if
parity increases costs by more than 1
percent after six months. Enactment
of mental health parity at the federal
level symbolized the prioritization of
mental health care and energized
state parity efforts (4). Before 1996
only five states—Maryland, New
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Hampshire, Rhode Island, Maine,
and Minnesota—had adopted parity
laws. After the 1996 law was passed,
29 states passed parity bills with
stronger provisions than the Mental
Health Parity Act. 

Methods 
Our research proceeded in three
steps. First, we analyzed the defini-
tion of mental illness used in 34
states’ parity laws. We focused on
how the statutory definition of mental
illness was introduced and amended
during the legislative process. Sec-
ond, we reviewed the definitions of
mental illness used in the clinical lit-
erature and in past federal mental
health legislation. Finally, we con-
ducted more than 75 interviews be-
tween March 1999 and June 2001, us-
ing a standard questionnaire. Inter-
viewees included representatives
from the office of the sponsor of a
state parity bill, relevant Congres-
sional committees, mental health ad-
vocates and professional groups, em-
ployer groups, local health plans, and
the State Department of Insurance. 

Results
Clinical and federal definitions
The clinical literature uses two main
classification systems to define men-
tal illness. The first system, described
in the American Psychiatric Associa-
tion’s Diagnostic and Statistical Man-
ual of Mental Disorders (DSM), is the
one most widely accepted by the clin-
ical community. DSM is a multiaxial
classification system that defines a
mental disorder as “a clinically signif-
icant behavioral or psychological syn-
drome or pattern that occurs in an in-
dividual, . . . is associated with present
distress . . . or disability . . . or with a
significant increased risk of suffer-
ing.” DSM groups disorders by symp-
tom clusters and differentiates be-
tween normality and psychopatholo-
gy on the basis of the duration and
severity of symptoms. For reimburse-
ment coding, clinicians also use the
International Classification of Dis-
eases and Related Health Problems
(ICD). ICD is “crosswalked” with
DSM, meaning that DSM diagnoses
are included in ICD (5). 

The second classification system
conceptualizes mental illnesses as

“brain disorders” and is based on the
hypothesis that disruptions in brain
function lead to mental illness. Rather
than relying on descriptive criteria
such as those in DSM, biopsychiatrists
classify mental disorders on the basis
of heritability, biochemical markers,
and anatomical lesions (6). The appro-
priateness of biological psychiatry’s
classification system continues to be
actively debated. Most clinicians
agree that the use of purely biological
criteria is too limiting, because no sin-
gle gene or underlying brain lesion
has been found for any disorder ex-

cept Alzheimer’s disease (7). 
Historically, federal mental health

policy has used the term “mental ill-
ness” but has not explicitly defined it.
Instead, the laws leave the definition
up to insurers or the agency responsi-
ble for implementation of the legisla-
tion. Traditionally, when the term
“mental illness” has been used in fed-
eral legislation, it has been interpret-
ed to include all disorders in DSM.

Policy makers and clinicians have
attempted to identify seriously men-
tally ill populations in order to target
service programs and epidemiological
studies. Early definitions of seriously
mentally ill populations were based
on residence in state institutions. Af-
ter deinstitutionalization the defini-
tion needed to be reformulated. Cur-
rent definitions used in the clinical lit-
erature and federal policy are not

identical, but all use a combination of
criteria that address diagnosis, func-
tional disability, and the duration of
illness (8–10). 

Definitions in state parity laws
Our analysis of state parity laws found
that, except for three states, each
state uses one of three statutory terms
to define mental illness. The three ex-
ceptions are Minnesota, Indiana, and
New Mexico, which leave the defini-
tion of mental illness up to individual
health plans. These states were not
included in our analysis, because the
definitions that individual health
plans use depend on how these states
implement parity. 

The three statutory terms used to
define mental illness in state parity
legislation are “broad-based mental
illness,” “serious mental illness,” and
“biologically based mental illness.”
The definition of broad-based mental
illness is the most comprehensive and
generally covers all disorders in
DSM-IV. Table 1 lists the ten states
that require parity for broad-based
mental illness. Four of these states—
Connecticut, Kentucky, Rhode Is-
land, and Utah—exclude specific di-
agnoses, most notably children’s diag-
noses such as learning and conduct
disorders.

The terms “serious mental illness”
and “biologically based mental ill-
ness” are more restrictive and include
three or more DSM disorders. Table
2 lists the 14 states that require parity
for serious mental illness. Table 3 lists
the six states in which parity for “bio-
logically based” mental illness has
been implemented. 

Discussion
The tables highlight the wide varia-
tion found in the definitions of men-
tal illness used in parity laws. This
variation leads to the question of
where states are getting their defini-
tions of mental illness. Traditionally,
states have relied on federal policy or
clinical experience as guidelines
when enacting mental health policy.
However, when we compared the
definitions of mental illness used in
the clinical literature and in federal
policy with those used in state parity
laws, the only agreement we found
was with the seven states that include
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all disorders in DSM. States that use
“serious mental illness” as the defini-
tion are not using the accepted com-
bination of criteria addressing diag-
nosis, duration, and disability. In-
stead, lawmakers include only diag-
nosis. Finally, states that use “biologi-
cally based mental illness” as the def-
inition are charting new territory be-
cause the term has never been used
in federal legislation and has no ac-
cepted clinical definition. 

Factors influencing
state definitions 
How are states choosing which disor-
ders to cover at parity? From our in-
terviews and literature review, we de-
termined that several factors are in-
fluential, including the ideologies of
advocacy groups and parity oppo-
nents, cost, and political necessity.
States rarely, if ever, considered dis-
ease prevalence, needs-based studies,
and clinical judgment. In our opinion
the definitions that states use result
from a political and economic process
involving mental health advocates
and providers, pro- and antiparity leg-
islators, insurers, and employers. 

More than 90 percent of the people
we interviewed agreed that mental
health advocacy and the interests of
providers most strongly influenced
how mental illness is defined in a par-
ity bill. There are two primary mental
health advocacy groups: the National
Alliance for the Mentally Ill (NAMI)
and the National Mental Health As-
sociation (NMHA). In most states, ei-
ther NAMI or NMHA have led the
parity coalition. Advocates often
drafted the bill, worked closely with
the legislative sponsor, wrote critical
testimony, and organized grassroots
support. 

NAMI and NMHA each conceptu-
alize mental illness differently. NAMI
emphasizes the importance of biolog-
ical factors in the etiology of serious
mental disorders and advocates for
“equitable services for people with
severe mental illnesses, which are
known to be physical brain disorders”
(11). NAMI promotes ending dis-
crimination and demanding fair leg-
islative policies for “priority popula-
tions with serious mental illness.” Pri-
ority populations include those with
schizophrenia, schizoaffective disor-

der, major depressive disorder, obses-
sive-compulsive disorder, panic disor-
der and other severe anxiety disor-
ders, and attention-deficit hyperactiv-
ity disorder. 

In contrast, NMHA defines mental
illness broadly, addressing a person’s
ability to function rather than his or
her diagnosis. NMHA has historically
focused on the prevention of mental
and emotional disabilities and has de-
veloped an extensive Community
Prevention Services Program (12). In
our analysis, we found that more than
85 percent of NAMI-drafted bills
used the “biologically based” or “seri-
ous mental illness” definitions of
mental illness, whereas 100 percent
of NMHA-drafted bills used the
“broad-based” definition. 

The two main provider organiza-
tions involved with parity are the
American Psychological Association

and the American Psychiatric Associ-
ation. The former works with NMHA
to advocate for broad-based parity.
District branches of the American
Psychiatric Association in each state
work with both NMHA and NAMI,
writing testimony and educating
providers. At the national level, the
American Psychiatric Association’s
Institute for Research and Education
is conducting a study examining the
effects of parity on the federal em-
ployee health benefits program (13). 

State mental health advocacy and
provider groups participate in social
learning in the sense that they copy
definitions of mental illness from ex-
isting state parity laws. Advocates re-
port that using a definition of mental
illness that is already being imple-
mented is an important factor in con-
vincing lawmakers that the definition
is both practical and cost-effective.
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States that use “broad-based” definitions of mental illness in state parity statutes

State DSM-IV ICD-10 DSM-IV and ICD-10

Alabama X
Arkansas X
Connecticuta X
Georgia X
Kentuckyb X
Marylandc

New Hampshired X
Tennessee X
Utahe X
Rhode Islandf X
Vermont X

a In 1997 Connecticut passed a parity bill with a biologically based definition of mental illness that
covered autism, schizophrenia, and schizoaffective, paranoid/psychotic, bipolar, major depressive,
obsessive-compulsive, and panic disorders. A 2000 amendment broadened coverage to include all
mental disorders in DSM except mental retardation; learning, motor skills, communication, or caf-
feine-related disorders; relational problems; and additional conditions that may be a focus of clini-
cal attention that are not otherwise defined as mental disorders in the most recent edition of  DSM.

b Kentucky excludes coverage for conduct disorders (except attention-deficit hyperactivity disor-
der), pervasive developmental disorder (except autism), mental retardation, and learning, behav-
ioral, and personality disorders.

c The Maryland parity statute covers “mental illness and emotional disorders” and is interpreted as
a broad-based statute. However, the statute does not specify DSM or ICD criteria.

d In 1994 New Hampshire passed a parity bill with a biologically based definition of mental illness
that covered schizophrenia, schizoaffective disorder, bipolar disorder, major depressive disorder,
obsessive-compulsive disorder, paranoid and psychotic disorders, panic disorders, and autism. A
2002 amendment broadened coverage to include all mental disorders in DSM except chemical de-
pendence (drug and alcohol dependence).

e Utah excludes the following disorders or conditions when they are diagnosed as the primary or sub-
stantial reason or need for treatment: marital or family problems; social, occupational, religious, or
other social maladjustment; conduct disorders; chronic adjustment, personality, or psychosexual
disorders; chronic organic brain syndrome; a specific developmental disorder or learning disabili-
ty; and mental retardation.

f In 1994 Rhode Island passed a parity bill covering only “serious mental illness,” which was defined as
schizophrenia and schizoaffective, bipolar, major depressive, obsessive-compulsive, and delusional
disorders. The state passed a broader bill in 2001 that included disorders in DSM and ICD except
for mental retardation, learning disorders, motor skills disorders, and communication disorders.



For example, the Montana chapter of
NAMI drafted parity legislation
based on language developed by the
New Hampshire chapter of NAMI
for the bill that was successful in be-
coming New Hampshire’s parity law.
Similarly, the legislation drafted by
Connecticut and New Jersey legisla-
tors in cooperation with local NAMI
chapters used language developed by
Ken Lieber-toff, director of the Ver-
mont Mental Health Association and
author of Vermont’s successful bill.

Cost was the second most influen-
tial factor cited by interviewees as
shaping the definition of mental ill-
ness. Two major organizations, the
Chamber of Commerce and the Na-
tional Federation of Independent
Business, strongly argued that man-
dates requiring coverage for all DSM
disorders would lead to uncontrolled
demand for mental health services
and would cause businesses to drop
health insurance altogether, increas-
ing the number of uninsured people
by almost 6 percent (14). In Hawaii,

the only state requiring employers to
provide health insurance, lawmakers
narrowed the definition of mental ill-
ness in the mental health parity bill to
three specific illnesses chosen by local
insurers—schizophrenia, schizoaffec-
tive disorder, and bipolar disorder. 

Third, the political strategy that has
been used to “sell” parity has influ-
enced the definition of mental illness.
A biologically based definition of
mental illness allows advocates to
frame parity legislation as antidis-
crimination legislation. Using positron
emission tomography (PET) scans or
magnetic resonance imaging (MRI)
that shows obvious lesions, re-
searchers have testified before Con-
gress and state legislatures that men-
tal illness is directly linked to brain
dysfunction. Faced with such testi-
mony, policy makers can hardly argue
that mental illness is not a brain dis-
order and that it should not be treat-
ed like diseases of the heart or lungs.

Finally, political necessity has
shaped the definition of mental ill-

ness. Many of the people we inter-
viewed faced a “take it or leave it”
scenario, in which definitions of men-
tal illness were narrowed to increase
the probability of a bill’s passage. For
example, risk-averse politicians in an-
tiregulation states such as Delaware
and South Dakota preferred an incre-
mental approach, which made narrow
bills more attractive. New Jersey, hav-
ing failed to pass three successive par-
ity bills that used a broad-based defi-
nition of mental illness and facing a
fourth defeat, pared the definition of
mental illness down to eight diag-
noses. In such cases, advocates strate-
gize that establishing limited parity is
critical to paving the way for broader
bills. For example, Connecticut passed
a bill in 1997 that used the biological-
ly based definition, and in 1999 the
bill was amended to cover broad-
based mental illness. 

Implications of variation
Why should clinicians and policy
makers be concerned about the defi-
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Table 2

States that use “serious mental illness” definitions in state parity statutes

Major Anorex-
Schizoaf- depres- Paranoia ia and

Schizo- fective Bipolar sive dis- Panic and Delusional Childhood bulimia
State phrenia disorder disorder order OCDa disorder Autism psychosis disorder depression ADHDb nervosa PTSDc

Californiad X X X X X X X X X X
Kansase, f X X X X X X X X X X
West Virginiag X X X X X X X X X X
Louisianah X X X X X X X X X
Illinoisi X X X X X X X X X
Pennsylvania X X X X X X X X
Delaware X X X X X X X X
Texas X X X X X X X X
Montana X X X X X X X
Mainef X X X X X X X
Nebraska X X X X X X
Nevada X X X X X X
Oklahoma X X X X X X
Hawaii X X X

a Obsessive-compulsive disorder
b Attention-deficit hyperactivity disorder
c Posttraumatic stress disorder
d The definition also includes serious emotional disturbances of children, defined as a child’s having one or more mental disorders included in DSM, oth-

er than a primary substance use disorder or a developmental disorder. In addition, the child must meet certain functional criteria. 
e The definition also includes schizophreniform disorder, brief reactive psychosis, atypical psychosis, cyclothymia, and dysthymia. 
f Maine and Kansas statutes do not specifically use the term “serious mental illness,” but this is how lawmakers interpret these statutes.  
g The definition covers broad DSM categories, including anxiety disorders, substance-related disorders with the exception of caffeine- and nicotine-re-

lated disorders, depressive disorders, bipolar disorders, and schizophrenia and other psychotic disorders. 
h The definition also includes intermittent explosive disorder, psychosis not otherwise specified for children under age 17, Rett’s disorder and Asperg-

er’s disorder.
i The definition covers broad DSM categories, including major depressive disorders, paranoid and other psychotic disorders, bipolar disorders, and per-

vasive development disorders.



nitions of mental illness used in pari-
ty laws? We could simply agree that a
state’s passage of parity legislation will
increase access to mental health care
for the privately insured population,
regardless of the specific illnesses
covered in the bill. However, this is
not necessarily true—definitions mat-
ter, and research supports the fact
that definitions matter. Narrow and
colleagues (15) applied three differ-
ent clinical definitions of serious
mental illness to the same population
and found that the prevalence rates
ranged from 3 percent to 23 percent. 

Definitions used in parity laws have
important access and cost implica-
tions, which are discussed below.

Access implications. Access to
mental health services refers to the
ability to obtain treatment for mental
health disorders with appropriate
professionals. An important determi-
nant of access is the level of copay-
ments, deductibles, and limits, which
are all affected by parity laws (5). Un-
der all federal and state parity laws,
insurers pay for care after a mental
disorder is diagnosed. Thus the defi-
nition of mental illness used by an in-
surer is critical. To be considered for
parity coverage, a person must qualify
for a diagnosis included in the parity

law in his or her state. Without such a
diagnosis, it is unlikely that state laws
will mandate insurers to cover any
minimum level of treatment. 

When states use political and eco-
nomic criteria to choose reimbursable
DSM diagnoses, some populations in
need of services will be missed. DSM
was not designed to prioritize the
needs of mentally ill populations.
DSM outlines a clinical classification
system that is based on a continuum of
self-reported symptom clusters, not
specific functional limitations. This
makes the line between a disorder
considered “serious” and one consid-
ered “not serious” arbitrary (16).

For example, the DSM criteria for
major depression, considered a “seri-
ous mental illness” in state parity
laws, can be met by having five of
nine possible symptoms over a two-
week period. Kendler and Gardner
(16) found that these DSM criteria
create an arbitrary cutoff on a contin-
uum of depressive symptoms and do
not accurately reflect the severity of
illness. A study by Regier  and col-
leagues (17) found that simply chang-
ing the order of the questions used in
epidemiological survey instruments
can affect the prevalence rate for
DSM disorders. 

Patients with subthreshold disor-
ders—that is, those who have symp-
toms that do not meet DSM criteria—
may have significant disability, but
they are denied access to care under
limited-parity bills. For example, mi-
nor depression is defined as two or
more depressive symptoms lasting at
least two weeks but not meeting crite-
ria for major depression or dysthymia
(18). A person with minor depression
who lives alone in a dilapidated apart-
ment may have more need of hospital-
ization than a person who has major
depression and a supportive family
(19). Among persons with subthresh-
old depressive symptoms, the disor-
der progresses if it is untreated. Wells
and colleagues (20) showed that 54
percent of people with dysthymia de-
veloped major depression during a
two-year follow-up period. 

A second population missed by lim-
ited parity legislation is children. In
1982 Knitzer (21) found that two-
thirds of the three million American
children with serious emotional dis-
turbances were not receiving needed
services. The report from the 2001
Surgeon General’s Conference on
Children’s Mental Health (22) high-
lighted this crisis and noted that most
children with serious emotional dis-
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Table 3

States that use “biologically based mental illness” definitions in state parity statutes

Major Anorex-
Schizoaf- depres- Paranoia ia and

Schizo- fective Bipolar sive dis- Panic and Delusional Childhood bulimia
State phrenia disorder disorder order OCDa disorder Autism psychosis disorder depression ADHDb nervosa PTSDc

Massachusettsd X X X X X X X X X
Missouri 

(1999)e X X X X X X X X X
Virginia X X X X X X X X X
New Jersey X X X X X X X X
Colorado X X X X X X
South Dakotaf X X X X X

a Obsessive-compulsive disorder
b Attention-deficit hyperactivity disorder
c Posttraumatic stress disorder
d The definition also includes serious emotional disturbances of children, defined as a child’s having one or more mental disorders included in DSM,

other than a primary substance use disorder or a developmental disorder. In addition, the child must meet certain functional criteria. 
e The definition also includes schizophreniform disorder, brief reactive psychosis, atypical psychosis, cyclothymia, and dysthymia. 
f Maine and Kansas statutes do not specifically use the term “serious mental illness,” but this is how lawmakers interpret these statutes.  
g The definition covers broad DSM categories, including anxiety disorders, substance-related disorders with the exception of caffeine- and nicotine-re-

lated disorders, depressive disorders, bipolar disorders, and schizophrenia and other psychotic disorders. 
h The definition also includes intermittent explosive disorder, psychosis not otherwise specified for children under age 17, Rett’s disorder and Asperg-

er’s disorder.
i The definition covers broad DSM categories, including major depressive disorders, paranoid and other psychotic disorders, bipolar disorders, and per-

vasive development disorders. Legislation passed in 1999 removed panic disorder and added paranoia and psychosis.



turbances who had private insurance
were not receiving professional help.
It is clear that children’s mental
health is an area in which parity laws
can have an important impact. 

Unfortunately, in states in which
parity legislation has a limited defini-
tion of mental illness, it is almost im-
possible for a child to meet the crite-
ria for a diagnosis that requires treat-
ment under the law. Few children can
verbalize the feelings that would lead
to a diagnosis of more serious DSM
disorders. In addition, children’s com-
plex developmental changes pose di-
agnostic challenges—the expression
and course of a disorder in a child and
an adult are very different (23). 

Two states, California and Massa-
chusetts, have addressed this lack of
coverage by including children’s pari-
ty provisions. To qualify for coverage
at parity, a child must be diagnosed as
having any DSM-IV disorder (exclud-
ing developmental and substance use
disorders) and meet certain function-
al criteria, such as being at risk of re-
moval from the home and at risk of vi-
olence. These new definitions broad-
en the scope of impairment and allow
children to be treated earlier in the
course of illness.

Cost implications. Untreated
mental disorders not only incur costs
to affected individuals but also have
high social costs. Many factors con-
tribute to these indirect costs, includ-
ing lost work productivity, homeless-
ness, and expenses to the criminal
justice system. It has been estimated
that lost productivity alone consti-
tutes 45 percent of the total econom-
ic costs of mental disorders (24).

In the evaluation of parity, how do
definitions of mental illness affect in-
direct costs? Theoretically, narrower
definitions lead to a higher burden of
untreated illness and result in higher
indirect costs. Several studies of de-
pression indicate that subthreshold
symptoms result in economic burden
and that treatment can restore occu-
pational functioning (25–27). 

Implications for behavioral
health providers. The regulation of
mental health treatment is not new.
Previous mental health legislation ex-
cluded certain treatments or limited
the number of visits. However, in past
legislation eligibility for coverage was

not determined by diagnosis. Linking
diagnosis to reimbursement was first
used in the early 1980s, when Med-
icare began prospective reimburse-
ment based on diagnosis-related
groups (DRGs). Under this system,
Medicare pays hospitals on the basis
of the “relative weight” of the DRG—
that is, its overall complexity. 

DRG-based reimbursement as-
sumes that hospitals and physicians
accurately code a patient’s course of
illness in the hospital. However, Hsia
and associates (28) found that the av-
erage hospital incorrectly codes a pa-
tient’s DRG about 21 percent of the
time and that these DRG changes did
not occur randomly. More than 60
percent of the miscodings favored the
hospital. In some cases, the codes
used in reimbursement claims indi-
cated more serious conditions or more
intense treatment than was docu-
mented in the medical record—a phe-
nomenon known as “DRG creep.”

Mental health parity legislation in-
troduces the possibility of DRG
creep. The diagnosis of mental disor-
ders is not an exact science, and mi-
nor diagnostic nuances that have little
clinical importance can have major fi-
nancial consequences. For physical
illnesses, DRG creep is easily detect-
ed at the technical level; the results of
laboratory tests, surgical procedures,
and physical examinations can be
used to verify coding. However, men-
tal health records consist of self-re-
ported data that are then translated
into subjective DSM categories,
which makes intentional upcoding
difficult to detect. 

Conclusions
The definition of mental illness used
by states is not simply a question of
semantics or terminology. The specif-
ic statutory language adopted by state
legislatures determines which pa-
tients are reimbursed for medical
care. Unfortunately, the new “pick
and choose” approach that most
states are using to define mental ill-
ness has little, if any, clinical basis.
Legislating diagnostic criteria for im-
pairment on the basis of political and
economic factors may limit treatment
efforts and ultimately fail those most
in need of care. 

How should state legislatures de-

velop a definition of mental illness for
parity laws? First, policy makers must
understand how full service use,
treatment, and costs vary under the
different definitions of mental illness
that are currently in use. The varia-
tion in parity statutes allows re-
searchers to make objective compar-
isons of the prevalence rates of cov-
ered mental illnesses under each def-
inition. Research is needed to meas-
ure the extent to which the different
definitions include or exclude certain
mentally ill populations. Research on
how a person’s insurance status is re-
lated to the availability and effective-
ness of services is also critical. Such
studies are also crucial in determining
the effects of limited parity bills. To
prevent potential upcoding, insurers
must design reimbursement rates
that are clinically meaningful.

Mental health parity laws have ac-
complished a great deal by recogniz-
ing the inequalities in coverage be-
tween mental and physical illness and
by focusing much-needed attention
on mentally ill populations. We can
improve access to care only when we
determine which of the definitions of
mental illness used in parity laws in-
crease access to care and only when
we understand how implementation
of parity is affected by bills that use
broad-based rather than narrow defi-
nitions of mental illness. �
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